Cranial MRI and MRA: lacunar cerebral infarction, no hemorrhage stroke or cerebrovascular malformation Electroencephalogram: negative Head-up tilt test: negative Holter: no obvious arrhythmia No hypoglycemia was monitored in other hospital Ø Computed tomography image showing the right coronary artery (RCA) arising from the left sinus of Valsalva, and RCA is between the pulmonary artery (PA) and the aorta (Ao) ( Green arrow). Relevant catheterization findings: right coronary artery originate from the left sinus of valsalva, and it seemed that it was compressed by the aorta and pulmonary artery, to confirm this, we carried out IVUS [Interventional Management] Procedural step:
1. 6F JR 4.0 was engaged in RCA; 2. 0.014'' Runthrough wire was advanced to distal of RCA; 3. IVUS found that the proximal segment of RCA was compressed by Pulmonary artery and aorta artery. 4. 3.5*28mm DES was planted in the proximal segment of RCA 5. Take home message Coronary artery anomalous is an unusual cause of syncope MSCT can provide 3D visualization of the artery, and may be the most promising imaging modality for diagnosing these anomalies. IVUS allow dynamic change of the interarterial compression, and can provide information to PCI or CABG Surgical correction or CABG can get good anatomic and functional results PCI is an alternative option which is safe and effective A 68 year-old man was admitted with effort chest pain for 1 month and get worse in recent 2 weeks. His coronary risk factor was ten years history of diabetes, hypertension, hyperlipidemia and heavy smoking. The physical examination was normal.
Relevant test results prior to catheterization:
The ECG and cardiac enzymes were unremarkable. The echocardiography showed normal left ventricular systolic function (EF¼65%) without regional wall motion abnormality.
Relevant catheterization findings:
The left coronary angiogram showed mild stenosis at ostial LM as well as ostial and mid LAD. The LCX has a intermediate stenosis in ostial part. The right coronary angiogram showed tight narrowing of mid RCA and PL.
[Interventional Management] Procedural step: A 6 Fr sheath was inserted through right radial artery, and the right coronary ostium was engaged with an 6 Fr SAL 1.0 guide catheter. A Whisper 0.014-inch guidewire were inserted at distal PL. Predilatation was performed with a 2.5 x 15mm Fire Star balloon at mid RCA. After predilatation, Resolute stent 2.5X14mm was directly implanted at PL. Resolute stent 4.0X15mm was implanted at mRCA. Patient complained heavy chest pain and EKG showed ST segments elevated in lead II, III and avF. The following angiogram showed acute occlusion in mid RCA stent and thrombus was seen in the proximal part of the stent. We did the thrombus aspiration of RCA with thrombuster II catheter for several times and a few clot was sucked out. At the same time. Tirofiban was given both ehrough coronary and intravenous injection. Angiogram showed the blood flow back to TIMI 3 right after aspiration but still appeard hazy in the stent. Then we performed IVUS examination to identify the hazy lesion in mRCA. IVUS showed both thrombosis and dissection in the proximal vessel adjacent to the stent. Stent underexpansion was suspected. Therefore, we postdilated the stent with a 4.0-10mm Sapphire NC balloon and intended to implant another stent to cover the dissection. Unfortunately, the second Resolute 4.0X15mm stent can not get to the lesion even with buddy wire technique. Therefore, we stopped the procedure. Case Summary: After a week of intensive antithrombotic therapy,we performed the second PCI of mRCA. With deep seat AL 1.0 guide catheter and buddy wire techniques, we successfully implant the Element PROMUS 4.0X15mm stent in the mRCA overlapping the previous stent.
Final angiogram showed that the procedure was successful.
